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A critical review of the harm minimization ideology in
Australia
PETER G. MILLER
Deakin University,Victoria, Australia
AB S T R A C T Harm minimization as a drug-policy approach represents a major step forward in
Australian society’s method of dealing with the myriad problems associated with illicit drug use.
However, harm minimization lacks a substantial theoretical underpinning and there has been little
debate about harm minimization at the sociological level. This article investigates a number of the
assertions made within the harm minimization literature and the assumptions on which they are
based. These assumptions are critically deconstructed from a number of points of view, including a
Foucauldian perspective. Areas investigated include: the use of epidemiological data as a foundation
for many harm-reduction strategies, the failure of harm minimization theories to deal adequately
with the role of discourse in the drug policy arena, the harm minimization claim to amorality, the
use of a utilitarian set of values, the supposed popularity of harm reduction and the idea that the
current harm-reduction paradigm clearly acts as an extension of ‘surveillance medicine’ through the
vehicle of governmentality. It is concluded that, whilst harm minimization represents the most
promising advance in drug policy in the past, the lack of theoretical rigour in the development of
these initiatives results in many of the claims made by proponents of harm-reduction strategies being
either overly optimistic or fundamentally  awed. 
Within Australia the most important policy development in the  eld of drug use was
the adoption of a harm minimization approach in 1985. According to Rumbold 
& Hamilton, harm minimization attempts to ‘assess the actual harm associated 
with any particular drug and then asks how these harmful effects may be minimised
. . . within an amoral framework’ (1998, p. 135).This approach takes a number of
important steps towards a sound approach to drug use, in terms of both treatment
implications and the development of a greater understanding of drug use (Erickson,
1993; Mugford, 1993; Single, 1995). However, many harm-reduction strategies
remain highly controversial in Australia, particularly within organizations that aspire
to the role of ‘moral guardian’ (Miller, 1999).The role played by institutions such
as medicine, the government and pharmaceutical companies forms the basis of a
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number of important criticisms of harm minimization. From a sociological
perspective there are a number of important shortcomings with harm minimization
such as its failure to engage the dominant discursive practices from social insti-
tutions. As illustrated by the works of Michel Foucault (Foucault, 1973, 1977;
Foucault & Gordon, 1980), discourse plays a central role in society and the current
framework of harm minimization may be criticized for extending the mechanisms
of social control and ‘medical dominance’ (Willis, 1989).This paper will critically
investigate the assumptions and assertions of the harm-minimization approach.
This investigation focuses on the Australian context, even though it is understood
that different countries throughout the world have had different experiences in their
relationship with harm minimization.
Harm minimization
Kellehear et al. describe harm minimization as ‘an evolving approach to drug use
[that] attempts to reduce . . . the harmful consequences that arise from the use of
drugs’ (Kellehear et al., 1998, p. 136). Rumbold & Hamilton identify the major
advantages of harm minimization as:
 a value-neutral view of drug use;
 a value-neutral view of users;
 a focus on problems or harmful consequences resulting from use;
 an acceptance that abstinence is irrelevant; and
 a belief that the user has and should continue to have an active role in making
choices and taking action about their drug use.
It can be seen that the tenets of harm minimization hold a number of promising
propositions in comparison with previous prohibitionist Australian drug-policy
approaches.
A history of drug policy
Foucault illustrated how important it is to locate social phenomena within their
historical ‘genealogy’ or ‘history of the present’. Drug use has a long history (Lang,
1998). It is widely recognized that the perception of drug use as a social problem
has only arisen in the last century (Whitlock, 1980). A number of authors have
illustrated that this concern about drugs and the subsequent legislatory mechanisms
that were enacted had little to do with health or social concerns (Whitlock, 1980;
Mugford, 1993; Nadelmann & Courtwright, 1993; Lang, 1998).The treatment of
drug use in Australian government policy follows a similar pattern to the history 
of mental illness as described by Foucault (1967) in that disciplinary measures have
followed a progression from the corporal, to the carceral, to risk management
(Mugford, 1993). It should be noted, however, that different countries have had
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different experiences with the implementation of harm minimization. For example,
whilst some countries (such as the USA) have virtually no harm-minimization
strategies, others (such as the UK and Holland) have some long-standing harm
minimization strategies.The problematization of certain types of drug use has meant
that the lessons learned from mental illness have been applied to drug use; in 
fact drug use is often portrayed as a mental illness. Similar to mental illness, the  rst
stage of control exerted on drug use was the ‘corporal’ (which is still a popular form
of punishment in some countries, such as Thailand), which involved imprisonment
and the death penalty as forms of ‘punishment’. Second, there was the ‘carceral’
phase, which is, in reality, still the dominant form of control exerted on drug users
in Australia. This involves the modern forms of imprisonment, such as video
surveillance and ‘Panopticon’-style prison designed to facilitate the maximum
surveillance of the subject (which is typi ed by the American justice system). Since
1985, the control of drug use in Australia, or more correctly the rhetoric of drug
control, has moved towards a ‘risk management’ approach whereby ‘the moralising
enterprise of discipline fades, to be replaced by the management of populations 
and the “risks” that populations create’ (Mugford, 1993, p. 372).
In Australia this progression to risk management in the form of harm
minimization has been slow and often deceptive. For example, whilst harm reduction
was proposed as the driving theory behind the 1985 National Campaign Against
Drug Abuse (NCADA) and was hailed as a breakthrough, there have been few
reforms outside the creation of needle exchanges and the vast majority of funding
is still directed towards law enforcement. This discrepancy between rhetoric and
action is evident in many different areas of drug policy. For example, whilst the
United Nations International Drug Control Programme (UNDCP) states that it
does not recognize a distinction between licit and illicit drugs in its report (UNDCP,
1997, p. 11), recent opposition to safe injecting facilities by UN bodies, such as the
International Narcotics Control Board (INCB), demonstrates that, because of
political considerations, rhetoric and actions are often very different. In addition to
this, the boundaries between abstinence-based models and harm-minimization
discourses are becoming increasingly blurred. Police and others are increasingly
using the rhetoric of harm minimization to include carceral modes of control and
abstinence-based policy. The rationality behind this, that ultimately abstinence
reduces harm, appears somewhat dubious and illustrates not only an ignorance of
the fundamental basis of harm minimization, but also a rhetorical and discursive
strategy designed to taint the more progressive harm-reduction strategies. This
rhetorical strategy has culminated in the development of what is now termed ‘harm
prevention’, zero-tolerance strategies under the banner of harm minimization.What
this phenomenon illustrates is that harm minimization, thus far, has failed to
adequately consider the role of discourse within its theoretical conceptualizations.
To date the sociological contribution to the understanding of such phenomena
within the arena of drug use has been small. However, the work of Foucault and
others has opened new areas of inquiry for sociology, as well as providing valuable
insights into areas which traditional sociology had failed to investigate adequately.
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The theories of Foucault
An exploration of Foucauldian theories demonstrates that many of the concepts
developed by Foucault are applicable in the  eld of drug use (Fitzgerald et al., 1999;
Mugford, 1993). One of the fundamental underpinnings of Foucault’s work was 
the concept of discourse, which was employed extensively in his analysis of the
subject. As mentioned earlier, his method was to create a genealogy that serves to
direct attention towards discontinuities and breaks in thought (Foucault & Rabinow,
1986).This technique also encourages the identi cation of multiple determinations
as well as some sense of agency in the construction of any social issue. As Petersen
& Bunton (1997) state, Foucault’s explicit theoretical and political goal was to
‘disrupt the taken-for-grantedness of the present and to show how things could be
different’ (1997, pp. 3–4). It is the ‘taken-for-grantedness’ of harm minimization that
this paper attempts to address.
In Foucault’s  rst major work, Madness and Civilisation, he studied the history
of mental illness and illustrated how the ‘liberation’ of the mentally ill in fact only
separated them from the criminal by name.This ‘liberation’ actually resulted in the
mentally ill being ‘institutionalized’, resulting in inde nite incarceration and a vastly
more intensive form of surveillance. Rather than being founded on criminal law, this
new approach was ‘founded on a gigantic moral imprisonment, that of the medical
superintendency of insanity’ (Foucault, 1967, p. 133).This notion of liberation is
also often implicit in the discourses of harm-minimization proponents. However,
whilst users may be freer to engage in drug use, they are also at the same time coming
under increasing control, both through increased contact and surveillance with
institutional bodies and through the modification of the using behaviours (safe
using). Madness and Civilisation also illustrated for the first time how illnesses 
were ‘socially constructed’ (Armstrong, 1997, p. 16).This ‘social construction’ has
two facets that are highly intertwined. First, ‘illness’ may be seen as being caused
or produced by social activities and con icts.This is particularly relevant to drug
use and the implementation of harm-minimization strategies. Many of the problems
associated with drug use arise more from the social construction of the ‘junky’ as a
form of evil, particularly based on the racist ideal of competition for jobs against new
immigrants. Second, illnesses arise from the de nitional processes used by medicine
or psychiatry which label some behaviours or physical states as ‘normal’ and others
‘abnormal’. This has been clearly illustrated in the arena of drug treatment, as
illustrated by Fromberg (1994) and Lart (1999): the disease notion of addiction as
an illness arises from the definitional processes used by medicine or psychiatry
which label some behaviours or physical states as ‘normal’ and others ‘abnormal’
and these discourses generate and perpetuate a number of myths surrounding
addiction. Whilst Foucault originally illustrated these facets in relation to mental
illness, their wider applications have provided a powerful analytic framework for
future studies (Eckermann, 1997; Miller, 1999;Turner, 1984).
Foucault’s next major work, Birth of the Clinic, introduced the fundamental
concept of the ‘medical gaze’, which is described as both a perception as well as an
active mode of seeing. The ‘gaze’ describes the process through which a speci c
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social object (such as a disease) comes into existence as an object of medical
classi cation.The result of this is that ‘the deployment of the clinical gaze forms an
integral part of our individual experience and identity’ (Armstrong, 1997, p. 22)
because medicine has such an important role in fabricating individual experience
in modernity (Giddens, 1991).This concept is particularly important when trying
to understand the social construction of drug users as ‘junkies’ or ‘addicts’. Much
of this construction of the notion of addict arises from the medical classi cations 
of ‘recreational’ as compared with ‘therapeutic’ drug use and this becomes an
important part of how heroin users construct their identity (Dunlop et al., 1996).
The  nal aspect of ‘surveillance medicine’ came in Foucault’s book Discipline
and Punish, where he describes the shift from sovereign to disciplinary power and
the ‘idea of surveillance as the underlying mechanism of disciplinary power’
(Armstrong, 1997, p. 23). In this work Foucault outlines how the emergence of 
the new medical phenomena constituted the ideal vehicle of surveillance (Foucault,
1979). Foucault identified the importance of the intrusiveness of modern sur-
veillance medicine through his use of Bentham’s architectural concept of the
‘panopticon’, which describes a concept of ‘maximum supervision with minimum
effort’ (Eckermann, 1997, p. 157). It is the ideal surveillance potential of the
panopticon, which nurtures self-discipline, where individuals ‘gaze upon them-
selves’, that Foucault envisaged the medical framework accomplishing. Petersen &
Lupton (1996) have illustrated an intrusive aspect to the panopticon through the
use of the new public health and its associated public health drives. Programs such
as ‘avoid fat’, ‘get  t’, ‘stop smoking’ and ‘practise safe sex’ have invaded every aspect
of our lives, illustrating how modern medical and public health practices have
worked to focus the responsibility of health on the individual, causing him/her to
self-regulate him/herself through an adoption of the ‘medical gaze’ (Petersen &
Lupton, 1996, p. ix).These programs result in the individual objectifying his/her own
body, exemplifying Foucault’s original notion of ‘surveillance medicine’ as the latest
and most efficient form of social control. As Eckermann eloquently illustrates:
‘This practice is reflected in language (‘watch yourself ’)’ (1997, p. 158). Such
phenomena may also be seen within the harm-minimization arena. For example,
this self-monitoring objective can be observed in ‘safe using’ messages, where the
inherently risky process of injecting heroin has been in uenced by messages (such
as the use of clean needles) that are designed to reduce the public health costs of
heroin use.
Expanding upon the theories of Foucault, Rose and Miller (Rose & Miller,
1992; Rose, 1993; Miller & Rose, 1995) have introduced the notion of ‘technologies
of rule’.This concept deals with the idea that ‘government is the domain of strategies,
techniques and procedures through which different forces seek to render programs
operable’ (Rose & Miller, 1992, p. 182).They term these heterogeneous mechanisms
of state ‘technologies of government’. ‘It is through technologies that political
rationalities in the programs of government articulate and become capable of
deployment’ (Rose & Miller, 1992, p. 183). These technologies are linked to the
proliferation of a whole range of apparatuses pertaining to government, giving 
rise to a complex body of knowledge and ‘know-how’. Thus, modern political
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rationalities and governmental technologies are intrinsically linked to developments
in knowledge and to the powers of expertise (Rose & Miller, 1992).This concept
can be useful in understanding how harm minimization functions at the policy level
through the proliferation of drug experts, most often supported by the medical
establishment. Therefore, Foucault and subsequent theorists have supplied social
researchers with a number of valuable tools through which a greater understanding
of the issues (particularly those which are not manifestly obvious) may be achieved,
facilitating the use of the ‘sociological imagination’.
Assumptions and assertions of harm minimization 
As with any theoretical model, harm minimization is based on assumptions that
require analysis and revision to ensure the theory’s validity. Likewise, the assertions
that arise from these assumptions and the fundamental ‘paradigmatic’ thought
processes that underlie the formation of such a theory must be investigated. Such
an evaluation has not yet been applied to harm minimization.This may be partially
because harm minimization holds the ‘new kid on the block’ status and proponents
of the approach tend to shrug off criticism, often by claiming critics are using
outdated thought patterns (Petersen & Lupton, 1996). Exceptions to this come
from two sources. First, Mugford directly poses a number of questions about 
harm reduction, mostly from a Foucauldian perspective, such as the disciplinary
implications of harm-reduction strategies and the allegation that the move to harm
minimization is ‘often more a mirage than a reality’ (1993, p. 373). Second, Petersen
& Lupton’s (1996) critique of public health deals indirectly with the implications
of harm reduction. This text supplies many useful insights into questions about
public health and identi es the new public health as ‘the most recent of a series of
regimes of power and knowledge that are oriented to the regulation and surveillance
of individual bodies and the social body as a whole’ (1996, p. 3). Petersen & Lupton
describe how public health uses a combination of both voluntary actions and
legislation to create surveillance medicine so that ‘everyone . . . is caught up within
what has become an ever expanding web of power and knowledge around the
problematic of “public health”’ (Petersen & Lupton, 1996, p. 6). It is through the
use of these two texts in conjunction with Foucault’s theories that the analysis of
the basic tenets of harm-minimization approaches can proceed.
Amorality
Possibly the most important aspect of harm reduction that is proposed by supporters
is its amoral standpoint (Rumbold & Hamilton, 1998, p. 138). However, Petersen
& Lupton propose that ‘the new public health is at its core a moral enterprise’ (1998,
p. xii).This ‘moral enterprise’ involves prescriptions about how we should live our
lives as a modernist project. Underlying this morality is the individual’s duty as a
citizen to be as healthy as possible. This is illustrated by common discourses that
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label people who take on these ‘causes’ (such as anti-smoking lobbyists) as
‘crusaders’. Ironically, these crusades are similar to the medieval version and tend
to serve the dominant parties within society by drawing attention away from the
more dif cult issues, such as inequality and poverty, by supplying the lay public
with a demon to be combated.This has been evident in the modern phenomenon
of the ‘drug war’, which constructs ‘villains’ of importers (such as drug traf ckers)
as the subjects of modern ‘holy wars’ (Deseran & Orcutt, 1998; Orcutt & Turner,
1993). Furthermore, the claim of amorality due to harm minimization’s ‘scienti c’
basis is a moralistic claim in itself, which furthers the standpoint that science and
objectivity are preferable to other forms of knowledge (Weizenbaum, 1984).
Following the amoral position taken by harm-reduction proponents, the legal
status of different drugs is identi ed as ‘irrelevant’ (Rumbold & Hamilton, 1998,
p. 136). However, there are fundamental  aws in harm minimization’s pragmatic
legal standpoint. First, harm minimization fails to address the underlying reasons
for drugs’ current legal status, which may include racism, the perpetuation of the
current status quo or the immense pro ts that are derived by drug companies for
substitutes (such as methadone and naltrexone). Second, this pragmatic legal
standpoint and harm minimization’s failure to tackle the reasons behind the current
legal framework surrounding drugs tends to exclude the fact that legal status is
extremely important to the everyday existence of heroin users.Thus, by not actively
addressing the reasons behind current drug policy, harm minimization passively
supports the status quo and fails to realistically improve the situation for heroin
users.
Epidemiology
The claim to ‘scienti c objectivity’ by harm-minimization proponents is symbolized
by the pre-eminence of epidemiological data in the public health model.As Petersen
& Lupton state, ‘epidemiology has become so integral to the public health endeavour
. . . that it has become almost synonymous with the new public health enterprise
itself ’ (1996, p. 19). Rumbold & Hamilton assert that this reliance on epidemio-
logical knowledge ‘allows thinking to focus on whole populations rather than on
locating and “diagnosing” those who are especially susceptible to problems’ (1998,
pp. 139–140). Unfortunately this ‘focus on whole populations’ may easily become
a depersonalizing and alienating perspective towards what is a highly individual
problem.This position may be seen as self-defeating in that drug use is often related
to a person’s feeling of disenfranchisement, alienation and marginalization
(UNDCP, 1997, p. 48). This trend in public health was described by Petersen &
Lupton in the following terms: ‘students of public health, their gaze diverted from
the human body as a single entity to human bodies in groups have traditionally been
trained in the rationalised, quanti able techniques of epidemiology . . . they are
given little time explore the sociological or cultural dimension of public health’
(1996, p. xi). Rose & Miller add that ‘by means of inscription, reality is made stable,
mobile, comparable, combinable. It is rendered in a form in which you can be
A critical review of harm minimization ideology 173
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debated and diagnosed. Information in this sense is not the outcome of a neutral
recording function’ (Rose & Miller, 1992, p. 182). Thus, an epidemiological
perspective may de-personalize and further marginalize the drug user.
A further in uence of epidemiology is its role in the increasing pervasiveness
of surveillance medicine. This is because ‘epidemiological knowledge has played 
a key role in the construction of “truth” about disease, risk factors, and categories
of “at risk” subjects’ (Petersen & Lupton, 1996, p. xiii) and these ‘truths’ are in turn
used in an effort to persuade people to make changes in their lifestyles so as to
reduce risk at the population level.This idea of risk being reduced at a population
level by the health habits of individuals is often misrepresented by public health
professionals (Petersen & Lupton, 1996). Such notions of risk can be seen as a part
of the technologies of governmentality (Rose & Miller, 1992), as the individual 
now adopts a self-re exivity about his/her behaviour which was previously the role
of social institutions.Within the harm-minimization framework, this can be seen in
the development of safe using messages, which are designed to change users’
behaviour, as they often ignore the context in which many people use their drugs.
For example, the concept of risk appears meaningless to many users compared with
other issues such as avoiding withdrawal or police intervention.
In addition to the problematic relationship between harm minimization and
epidemiology, the fact that most data used by epidemiologists come from
government sources, such as the Australian Bureau of Statistics (ABS), police
records, ambulance records and hospital records, is seldom considered in the
literature.This omission leaves most epidemiological knowledge open to a number
of limitations and criticisms. First, access may only be given to research projects that
survive a rigorous and exhaustive process of vetting where researchers must illustrate
how the study bene ts the organizations involved and whether it  ts within their
criteria for an acceptable type of methodology. Second, it is common practice for
the institution involved to hold a right of refusal over any report that involves data
from their sources.This means that the epidemiological studies published are only
those that have been approved by the government and any potentially damaging
reports never see the light of day. Third, as illustrated by Jack Douglas’s classic 
study (Douglas, 1967), the validity of secondary data sources must be questioned
because of the propensity of agencies (such as the police) to classify people on the
basis of their own prejudices. This has the effect of maintaining the dominance 
of medicine and related disciplines (such as psychology) within the drug research
area. Importantly, such epidemiological data also tend to ignore the contributions 
and narratives of users that may arise from other research methodologies (such as
ethnographies) that are not popular within the biomedical paradigm.
The discursive effect of epidemiological knowledge is in the allocation of 
the labels, such as ‘normal’ and ‘abnormal’ or ‘pathological’. Within the ‘drug 
war’ mentality that has been constructed by successive governments within Australia
is the notion that those who are not ‘normal’ are the enemy.This discursive back-
ground exacerbates the effect of the ‘binary opposite’ mentality (Douglas, 1967;
Kellehear, 1993) whereby, if a person uses heroin, she/he can only be an addict and
a pusher, an assumption which is not re ected in reality (UNDCP, 1997). Whilst
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the rhetoric of harm minimization states that it holds ‘a value-neutral view of users’,
it fails to consider the fact that through the classi cation of individuals according
to group characteristics, harm minimization adds to the discourses that create an
oppositional mindset and perpetuates marginalization.
A middle-class paradigm
There are a number of areas within harm minimization that may be critiqued for
imposing middle-class values on drug use. For example, the harm-minimization
focus on ‘harms’. Whilst the discourse forwarded by its proponents describes the
bene ts of such a focus, it fails to address the issue of which paradigm is used to
measure and evaluate harms and whose values are used to determine what consti-
tutes a harm.This focus tends to be on harms which are identi ed in accordance
with the dominant (middle class) values of society and are usually applied at a
societal level, such as the spread in the community of HIV or ‘drug-related’ crime
 gures. As Petersen & Lupton note, ‘It connotes a group considered both at risk 
of contracting HIV and at risk of transmitting it’ (1996,p. 92). These discourses
focus on those who constitute the greatest risk to society, which can lead to the rise
of binary opposition, adding to the moral discourse that surrounds such issues
(Kellehear, 1993).
Similarly, the notion of harm reduction as being based on the idea of a cost-
benefit analysis (Rumbold & Hamilton, 1998) is congruent with contemporary
middle-class values (particularly economic rationalism). However, Petersen &
Lupton (1996, p. 6) note that such a utilitarian reality is seldom a simple case of
increased good or decreased harm and it is often a case of trading one worthy
outcome for an adverse one. Furthermore, the cost is often evaluated in terms of
dollars, which is indicative of an economic rationalist mentality. Mugford (1993)
points out how the rise of harm-minimization strategies has paralleled the rise 
of economic rationalism and how the ‘bottom line’ of economic discourses often
in uences harm-minimization rhetoric. In addition, harm minimization is beginning
to portray a certain exclusivity over the area of drug use within some countries and
disciplines and it is unquestionably involved in ever-expanding areas of expertise and
application. This may be perceived as similar to the progression of the medical
profession in its succession towards medical dominance (Willis, 1989) as described
in Foucault’s writings, and relates to how the ‘expert’ may become a social control
mechanism (Rose & Miller, 1992; Petersen & Lupton, 1996). This is clear in the
claim that ‘one of the most important contributions of harm minimization is that it
provides the basis on which the effectiveness of a wide range of policies and practices
may be evaluated and compared’ (Rumbold & Hamilton, 1998, p. 140).Whilst this
statement is obviously enthusiastic about the possibilities of harm minimization, it
tends to be idealistic, viewing harm minimization as a panacea.This optimism fails
to consider what happens when a policy or practice simply falls outside the realm
of harm minimization to evaluate and clearly illustrates the progression of harm
minimization towards a medical dominance model.
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To summarize, Rumbold & Hamilton describe the current situation through
the following statement: ‘In a  eld that has been beset by ongoing, and often bitter,
disputes from proponents of various philosophical and moral standpoints, it is
remarkable that harm minimisation has achieved such a widespread acceptance 
by the range of agencies that deal with drug issues in Australia’ (1998, p. 140).The
assertion that the acceptance of harm minimization has been ‘remarkable’ re ects
the optimistic naivety of many of the proponents of harm reduction, because they
have not considered that the harm-minimization approach is in fact tailor-made 
to suit the current dominant ideology of economic rationalism, and does little to
challenge many of the structural inequalities that, in the very least, contribute 
to problematic drug use. This ‘remarkable’ assertion is further explained by the 
fact that most of the harm-reduction theories remain just that, theories. It is easy 
to accept a theory when it has little impact on the reality of policy. Finally, this
‘remarkable’ acceptance of harm-reduction strategies may be more indicative of the
fact that harm minimization works comfortably within dominant discourses and
does not really address issues that are likely to cause drug use and abuse. Thus,
whilst harm minimization professes to be able to evaluate aspects of drug use, its
measures are often inadequate.The reliance on epidemiological data, which is often
no better than ‘a patchwork of guesstimates’ has been illustrated to be an inadequate
framework with which to analyse such a complex issue as drugs.Whilst some of the
 aws of this approach are mentioned within the public health rhetoric, they are
seldom expanded upon and never critically analysed. Petersen & Lupton have
described this situation within the broader field of public health thus: ‘Despite 
the inevitable uncertainties and “fuzziness” of epidemiological knowledge, it tends
to be taken up by contemporary public health practitioners and presented to
members of the lay public . . . as a set of objective and given “truths”’ (Petersen &
Lupton: 1996, p. 59). Nowhere is this truer than in the  eld of drug use and harm
reduction.The difference between ‘scienti c’ reports that estimate heroin use within
the Australian Capital Territory alone as between –11 and 940 (NCADA, 1993) 
or 302 and 2173 (Larson & Bammer, 1996), illustrates the nonsensical situation 
that may result when mathematical formulae alone are used to describe social
phenomena.
Conclusion
This paper analyses harm minimization within the Australian context. It is
understood that internationally there are many different experiences of drug policy
in the relationship to harm minimization and that different types of progress and
different levels of commitment can exist. Whilst this essay is critical of the harm-
minimization approach, it acknowledges that this approach does go a long way to
addressing a number of the structural and discursive problems which have plagued
drug policy in Australia and is preferable to the prohibitionist policies of some other
nations. Nevertheless, many of the claims made by proponents of harm-reduction
strategies are either fundamentally flawed, inadequately addressed or overly
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optimistic.The use of epidemiological data as a foundation for many harm-reduction
strategies has been revealed to act as a depersonalizing in uence in the formation
of drug policy, as well as being a poor basis for estimating actual characteristics of
drug use. Furthermore, the harm-minimization claim to amorality is problematic
as the approaches of public health can actually constitute the formation of a new
set of moral edicts based on the notion of the ‘duty’ of a citizen.This utilitarian set
of values can be seen as reducing the importance of the issues that face the drug user
in favour of wider community goals.Additionally, the supposed popularity of harm-
reduction strategies can be seen to be due to the fact that they fail to address any of
the controversial issues that arise from or lead to drug use in the  rst place. This
‘band-aid’ approach is popular because its rhetoric adheres to and further legitimizes
those discourses propagated by those institutions in power which act to preserve the
population in a governable state. In other words, public health advocates can be
accused of leaving unexamined and intact the power relations that these narratives
both reproduce and help to sustain. This leads to the conclusion that harm
minimization is a safety net, not a strategy, representing a convergence of economic
rationalism and social policy.
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